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BRONCHIOLECTASIS in children is not uncommonly found as a sequela to
broncho-pneumonia complicating an attack of measles or whooping-cough.
That the condition is non-tuberculous is shown by the maintenance of the
general nutrition, the marked lowness of the temperature (in many cases the
temperature remaining normal), the absence of night sweats and of tubercle
bacilli from the sputum, tho negative results to Calmette's reaction, and post-
mortem examination. In some instances a secondary tuberculous infection
takes place.

A REPORT OF FIVE CASES.

Case I. E. W., male, aged 1 year, October, 1905.
Previous History. Two months previous to admission the child had an

attack of diarrhoea and vomiting accompanied by bronchitis. This was followed
by measles and pneumonia. From this time the child had had a cough "which
had got worse during the last, fortnight. There was no family history of
phthisis.

On examination the chest was normal in shape and moved equally on
the two sides. The apex-beat of the heart was not displaced. Over the
right side in front the note was impaired from the third rib, flat at the level
of the fourth rib, and dull from below the fifth rib in the axilla and the
seventh rib in the scapular line. Vocal resonance and fremitus over this area
were increased. The breath-sounds were well heard, also a few crepitations.
A few rhonchi were heard over the rest of the lung in front. The temperature
was 98-8°F.; pulse-rate, 120 per minute; respirations, 40 per minute.

October 16. Tho temperature had risen to 102° F. An aspirating-needle
was inserted in the posterior axillary line on the right side and nothing but
blood was obtained.

October 18. The respirations were very rapid, the rate being 84 per
minute, the temperature was 101-8° F., and pulse-rate 168 per minute. On the
right side of the chest above the area of impaired resonance some coarse crepita-
tions were heard ; over the dull area in front tho breath-sounds were very loud,
high-pitched and echoing in quality, and coarse crepitations were heard. The
same condition was found behind. On the left side the lower two-thirds of the
chest showed loud crepitations. Marked cyanosis was present.

October 26. The physical signs were unchanged, but the temperature had
1 Part of a thesis presented at Oxford University for the M.D. degree.
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fallen to 98° F., and the respirations to 42 per minute. The condition remained
unaltered except that the temperature rose again, until death ensued on
November 13. No tubercle bacilli were found in the sputum.

Post mortem. The body was plump and well nourished. No signs of
tuberculosis were found. There were firm pleural adhesions at both bases
and involving the interlobar fissures. Diffuse broncho-pneumonia was present
with small cavities, which were most marked in the lower lobes but not
limited to these. These cavities were similar in all respects to those found in
a honeycomb lung, but they did not present beneath the pleural surface.
Microscopically they were related to the bronchioles.

Case IT. F. A., aged 2 years, October, 1888. There was a previous history
of measles and one of the family had recently died from diphtheria. The child
was taken ill with diphtheria and admitted to hospital. No physical signs of
disease wore present in the lungs. The child died on October 23.

Post mortem. The lungs were, pale and curiously dotted with black
pigment-spots. These were hard to the touch and the centre of each was
occupied by a small bronchus. The bronchioles wore everywhere dilated. The
affection appeared to be a chronic peri-bronchitis with bronchiectasis, but
scattered here and there through the lung were what appeared to be miliary
tubercles. Microscopically there was seen an acute peri-bronchitis accompanied
by extremo bronchiectasis. A certain amount of acute interstitial pneumonia
was present, apparently spreading from the peri-bronchial inflammation, also
a small amount of emphysema. The walls of most of the finer bronchi were
infiltrated with leucocytes which invaded the peri-bronchial connective tissue
in great numbers, forming a solid circular mass, the centre of which was pierced
by the dilated lumen of a bronchus. From this as a centre the leucocytes
invaded the walls of the surrounding alveoli, but those at a distance from the
bronchi were but little altered. No tubercles were seen.

Case III. W. C, aged 4 years, May, 1893. Thero was no history of illness
up to two months before, when the child was attacked with cough, expectora-
tion of thick phlegm, and sickness three or four times a day. These symptoms
got graduallj7 worse and he got weaker, though he went to school up to the day
beforo his admission. On admission his face was flushed and his respiration
was very rapid and wheezy, with occasional cough. There was no marked
dullness on percussion. Numerous crepitations were heard over both lungs.
No tubular breathing was heard. The pulse-rato was 136 per minute, respira-
tion 44 per minute, temperature 103-6° F. After a few daj's the temperature
came down to normal and remained there. The boy was very cyanosed, and
the respiration-rate varied between 40 and 60 per minute. On June 3 sub-
cutaneous emphysema was found over the neck, cheeks, abdomen, back, and
arms as far as the wrists. On June 8 the boy was deeply cyanosed; the pulse-
rate was 120 to 140, respiration-rate 50 to 60, and the temperature 97° F. Little
change occurred in his condition up to the time of his death on June 19.

Post mortem. The lungs were very bulky; their surfaces were thickly
strewn with small, round, transparent, bladder-like elevations. On section
both lungs showed a similar condition; a number of small cavities, the largest
about the size of a pea, were scattered through the organs, giving them a worm-
eaten appearance (honeycomb). These cavities had perfectly smooth walls and
were either empty or full of frothy mucus, being most thickly distributed under
the pleural surfaces. The larger tubes were not dilated and showed no signs of
disease. In both lungs patches of broncho-pneumonia were present, all of small
size. There were no signs of tuberculosis. The bronchial glands were healthy.
The right ventricle of the heart was greatly dilated and hypertrophied.
Microscopically there was widespread but unequally distributed acute bronchitis
with peri-bronchitis, interstitial broncho-pneumonia, and pulmonary collapso.
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Tho bronchioles were extremely dilated and their walls thinned. There was
considerable emphysema.

Case IV. G. F. W., aged 27.
Family History: unimportant. Previous History: he had had bronchitis

at three months old. Since that time the man had had bronchitis and cough
every winter, which usually improved during the summer months, but during
the summer of 1906 the cough did not leave him. There had been one attack
of haemoptysis sixteen years before. For a large number of years since he was
quite a small child there had been a copious expectoration of a thick yellow
mucus.

The patient was an emaciated man with considerable dyspnoea with
orthopnoea, the respiration-rate being 32 per minute. He was distinctly
cyanosed. There was frequent cough with expectoration of a large amount of
very offensive sputum. Marked constriction of the chest was present. Tho
fingers and toes were clubbed. Over the lungs in front the note on the left side
was flat from the level of the second rib and more impaired in the axilla. The
breath-sounds were high pitched and numerouss and a large number of crepita-
tions were heard. Behind, the movement on respiration was almost absent.
Vocal fremitus and resonance were increased over the left lower lobe. The per-
cussion note over the whole of the left side was dull and impaired from the level
of the fifth rib downwards on the right side; over this area the breath-sounds were
very feeble. Over the left side the breath-sounds were harsh and numerous
consonating crepitations were heard. The temperature ranged between 100-2°
and 101-4° F. Death occurred on January 7, No tubercle bacilli were found in
the sputum.

Post mortem. The bronchial glands were inflamed but thero was no trace
of tuberculosis. The right lung was emphysematous and encroached on the left,
being slightly adherent at its base. On removing the front of the thorax a large
abscess 1^ inches in diameter, situated in the anterior part of the right lower
lobe, was torn open. The rest of the right lung was emphysematous and oede-
matous. A second abscess cavity was found above and behind the previous one,
being three-quarters of an inch in diameter. The left lung was universally
adherent and retracted but could be easily, shelled out. The pleura was slightly
thickened. On section tho lung was typically honeycomb throughout, the
larger cavities, nearly an inch in diameter, being situated at the margin of the
lung. The excavation was uniform in all parts of the lung, and the trabeculae
of connective tissue between the larger cavities were riddled with smaller cavities.
Microscopically there was no evidence of tuberculosis. An extreme degree of
chronic inflammation of the pulmonary tissue was present. The alveolar walls
were greatly thickened, and in some places dilated and in others collapsed.
The small and capillary bronchi were very much dilated and their walls replaced
by inflammatory tissue.

Case V. A. H., male, aged 19, October, 1905.
Previous History. Ho had had rheumatic fever at five years of age;

whooping-cough and measles followed by bronchitis when quite a small child.
From this time he had always had a bad cough with expectoration of a large
amount of sputum. The amount of expectoration had increased considerably
during the last four years. It was stated that he had had an attack of
haemoptysis when at school at the age of four. He was in St. Thomas's Hospital
for his cough at the age of nine and again in 1904. The expectoration was
offensive and was coughed up three or four times a day. In the intervals he
remained fairly free from cough. The cough and expectoration were produced
by change of posture or on stooping down. He had brought up blood on several
occasions, the amount being two or three ounces at a time. Since he was dis-
charged from hospital in February, 1905, ho had remained fairly well, but ho

V 2
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had a sharp attack of haemoptysis in May, when he lost about a pint of blood
and wag unconscious for a quarter of an hour. He had gained weight consider-
ably up to six weeks ago, and on readmission was 6 lb. heavier than when he
left the hospital. .

On examination there was marked clubbing of the fingers. The knees and
wrists were slightly swollen. Pulse-rate 80 per minute; temperature 97-80 F.
In the examination of the chest the sub-costal angle was somewhat con-
stricted. The left side appeared smaller than the right, the movement with
respiration on this side being almost entirely absent. The left side of the chest
measured on expiration 15^ inches, on full inspiration no change; the right
side on expiration measured 14 inches, on full inspiration 15 inches. The
heart was displaced into the left axilla. The apex-beat was diffuse, but the
point of maximum intensity was situated in the seventh space, one inch posterior
to the mid-axillary line. Systolic retraction was present at the apex. Cardiac
dullness began above at the level of the fifth rib and extended inwards to within
one inch of the nipple line. The heart-sounds were not altered. The percussion
noto was everywhere more or less impaired. Absolute dullness was present at
the left base behind below the level of the sixth rib in the scapular line; this
area of dullness extended outwards and became continuous with the area of
cardiac dullness. At the left apex the note was impaired. Vocal fremitus was
increased over the left apex front and back, but much diminished at the left base
behind. On the right side the breath-sounds were harsh and a fow rhonchi
heard. At the left apex the breath-sounds were distant and expiration was
prolonged. Just below the angle of the left scapula loud cavernous breathing
with metallic crepitations was heard. Whispering pectoriloquy was obtained.
Below this the breath-sounds were absent. Urine, specific gravity 1018, alkaline,
heavy cloud of albumen, no sugar was present.

November 10. An attack of haemoptysis occurred during sleep and without
cough; about 15 oz. of blood were brought up. Previous to this the amount
of expectoration varied from 10 to 20 oz. per diem and was usually tinged with
blood.

December 11. The weight had increased 1£ lb. during the previous six
weeks. The amount of expectoration had decreased to a few ounces per diem.
The patient was getting up every day.

December 28. There had been a gain in weight of 3§ lb. during the
previous fortnight. When ho left hospital on January 27, 1906, the right side of
the chest on inspiration measured 15 inches and on expiration 13§ inches; the
left side measured on inspiration 1 5 | inches and on expiration 15 inches. He was
much improved and the amount of expectoration was quite small. He was re-
admitted on June 6, 1906, having had several bad attacks of haemoptysis
between May 28 and June 3. The amount of expectoration had increased con-
siderably. The temperature was 98-8° F. and the pulse-rate 120 per minute.
The physical signs were not changed from those described above. On June 3 on
getting up he complained of weakness down the left side (for three days previous
to this he had suffered from headache) and later in the day had two fits.
Paralysis of the left arm and leg gradually ensued. On June 24 ho was trephined
and an abscess involving most of tho right motor area was found. About an
ounce of foetid pus was evacuated and the cavity drained. The physical signs
in the chest remained unaltered and death ensued on July 7.

Pod mortem. The right lung was in a state of compensatory emphysema
and entirely covered the anterior aspect of the pericardium. No adhesions were
present on the right side. The left lung was lying against the spine completely
collapsed, and was bound to the parietes and pericardium by very dense adhesions
which were torn through only with the greatest difficulty. On section there was
universal dilatation of the bronchi and bronchioles, both saccular and cylindrical,
with fibroid airless lung intervening. Beneath the pleural surfaces irregular
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cavities had formed into which the bronchial tubes opened. The walls of theso
cavities were lined with a ragged epithelium and they contained a quantity of
foul-smelling secretion. The bronchiectasis affected both lobes to an equal
extent. The bronchial glands were enlarged and inflamed, but no evidence of
tuberculosis was present either in the glands or elsewhere.

THE NAKED-EYE ANO MICROSCOPICAL APPEARANCE OP A HONEYCOMB LUNG.

The lungs present a remarkable excavated appearance to which the name
honeycomb has been most appropriately applied. In some cases the condition is
bilateral, in others the wholo of one lung may be affected, in others again the
whole of a lobe or only a portion of it. The cavities in the lung in all cases
present a similar appearance; they are multiple, more or Ies3 spherical, often
communicating with each other, and are divided off by bands and septa. They
vary in size, some being as large as a good-sized pea or larger, depending on the
length of time the condition has been present in the lung, tho larger cavities
being situated nearer the periphery of the lung. These cavities may be empty
or may contain a purulent secretion. The visceral pleura more often than not
is non-adherent to the parietes and bullae project as small bladder-like elevations
from the surface of the lung, the lining membrane being smooth and opaque.

With the aid of a microscope tho following points can be made out in
a recent case. (1) Some of these cavities are clearly dilated bronchioles, since
they are lined by columnar epithelium and there are muscle and elastic fibres
in their walls. The walls of these smaller bronchi are in many places in a state
of acute inflammation with small-celled infiltration, and an extensive destruction
of their elastic coats is in progress. Many of the bronchioles are plugged with
masses of inflammatory exudation, whilst others have lost their lining epithelium.
Peri-bronchial inflammation can also be seen. (2) Other cavities are being
formed by the distension of the atria and infundibula, as is shown by their
scalloped or crenated outlines and their communication with the bronchioles.
(3) Other larger cavities than the above are present, the walls of which consist
entirely of inflammatory cells and the spaces appear sharply punched out. They
have no epithelial lining, but some have their walls lined with a layer of
inflammatory lymph. These cavities are bounded by collapsed alveoli which
may show signs of considerable inflammation. In some parts the spaces can be
seen in the process of formation and are clearly duo to the breaking down of
broncho-pneumonic patches. If the softened material is discharged through
a bronchiole, a cavity is formed, which by a process of inflation becomes spherical
and increases in size.

In some cases the wall of tho cavity was lined by columnar ciliated
epithelium. It is to be assumed that these were bronchiolectases, since the
ciliated epithelium ends at tho termination of the lobular bronchioles. In many
cases in which there was no evidence of tuberculosis, giant cells have been found
in the walls of some of the cavities. The presence of giant cells has been
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described as being a common occurrence in broncho-pneumonia, and possibly
they may be derived from the alveolar epithelium. The cavities are seen thus
to be of three kinds:'—

(a) Some dilated bronchioles or a true bronchiolectasis.
(6) Some due to dilatation of the atria and infundibula, hence atriectases

and infundibulectases with emphysema.
(c) Some are abscess cavities which have discharged their contents into

a bronchiole and have become enlarged by a process of inflation.

VIEWS ON ITS CAUSATION.

Various theories have been advanced. Sharkey has described the condition
as an acute bronchietasis of the smaller tubes, and on this assumption the term
bronchiolectasis was applied to it. This no doubt is in part correct, and some
of the cavities, as has been pointed out, are due to the dilatation of the smaller
bronchi which the term implies. The bronchioles, however, do not reach to the
periphery of the lung, but expand to form an atrium which itself has two or three
openings into the infundibula; thus it will be seen that the bullae which project
on the surface of such a lung cannot be formed by the dilatation of a terminal
bronchiole, but are due to the dilatation of an atrium or an infundibulum.
H. H. Tooth summarized the condition as follows: that the vesicles, though large
in number, are relatively few compared to the normal alveoli, that in every case
the cavity is surrounded by inflammatory material indistinguishable from peri-
bronchial inflammation; and put forward the following suggestions:—(a) that
the cavities are due to the destruction of the walls of the neighbouring alveoli—
a form of emphysema, (b) that they are dilated bronchioles, or (c) a combination
of the two.

Rolleston and Kanthack, who examined Tooth's specimen, were of opinion
that the cavities were not bronchiectases, but were vomicae formed by tho
breaking down of broncho-pneumonic masses, that is, were abscess cavities in
communication with the bronchioles, • -. ;

This is in accord with the opinion of Trousseau, Eristowe, and Gardner.
Carr, following the traction theory of bronchiectasis, suggests that in some
cases the tough pleural and pericardial adhesions being present may, by an
inward extension of the fibrotic process into the lung, give rise to.a secondary
dilatation .of the tubes. He points out that chronic bronchitis weakens the
elasticity of the bronchial walls, and that catarrhal pneumonia is always
accompanied by dilatation of tho tubes, which is increased by the strain at the
commencement of each cough before the glottis is forced open: this dilatation
allows secretion to collect, perpetuating the inflammation, which spreads.to the
interalveolar connective tissue and sets up fibrosis. - This fibrotic tissue con-
tracts and further helps to drag the bronchial walls apart. . '
; • This theory of tho part played by the inward spread of the fibrotic process
from the pleural adhesions could be entertained-were it possible to show that in
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all the cases of honeycomb lung dense pleuval and pericardial adhesions -were
present; but this is not so, and in the majority of cases no pleural adhesions
are present, in others the adhesions are so few that they could not be held
responsible for producing this condition of the lung.

Miller, in a recent communication, thinks the accumulation of secretion,
the cough, and the loss of support of consolidated lung tissue causes dilatation
of the smaller bronchioles, the muscular and elastic coats of which have been
destroyed by acute inflammation of their walls. .

Two cases have been reported, one by Morley Fletcher and one by Bern-
stein, in which the honeycomb lung was present, and in addition the smaller
bile-ducts were inflamed and dilated. Bernstein suggested that possibly an
autogenetic toxin was produced by the intestine and conveyed thence to the
liver and secondarily to the .lungs.

C. R. Box has shown that the cavities in a honeycomb lung arise, as
already indicated, in three ways, some being bronchiolectases, some dilated
atria with emphysema, and some formed by necrosis of lung tissue; he holds
that the formation of a honeycomb lung is due to broncho-pneumonia. He
further states that on comparison of a honeycomb lung with a saccular bronchi-
ectasis in an adult it appears that the latter is only an advanced condition of
the former, since the shape of the cavities, their arrangement and communica-
tions, are similar, except that in an adult the walls and septa are thicker
and the lining membrane more opaque owing to long-continued chronic in-
flammation.

Granted that honeycomb lungs and chronic saccular bronchiectases are
one and the same condition, the result of antecedent broncho-pneumonia, the
question whether the causative broncho-pneumonia is ever tuberculous naturally
arises. No doubt it may be. At the same time Box has pointed out that
Jill the evidence available goes to show that the chronic cases are not cases of
chronic pulmonary tuberculosis. He holds that those cases which originate in
a tuberculous broncho-pneumonia run a comparatively rapid course and ter-
minate fatally before the disease can become chronic. He has never been
able to prove the presence of tubercle bacilli in the sputum from a chronic
bronchiectasis in a child, and since the introduction of Calmette's test he has
applied it to as many of his old patients as could be traced. The reaction
has been absent in twelve out of fourteen cases.

THE CLTNICAL ASPECTS AND PHYSICAL SIGNS.

The Clinical History almost always dates from an attack of measles,
whooping-cough, or broncho-pneumonia. On making careful inquiries into the
history of each case the onset of cough can be traced back sometimes for a long
period of years to an attack of measles or'whooping-cough which has been
complicated with bronchitis or broncho-pneumonia.

The symptoms in children with bronchiectasis are cough, dyspnoea, and
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copious expectoration. Clinically the cases may be divided into three classes:—
(1) Those in which the honeycomb lung is present and in •which death has
occurred from some independent disease, the condition being probably due to
some antecedent lung inflammation which has subsided. In this class of cases
there may be no physical signs of the disease and the condition will un-
expectedly be found post mortem. (2) Those cases in which there is consider-
able broncho-pneumonia coexisting with the honeycomb lung, the physical
signs in such cases being those of broncho-pneumonia and usually most
marked behind at the bases of the lungs. Cavernous signs may bo present at
one time and not at another, depending entirely on the amount of pus in the
tubes of the lung. (3) Old-standing cases in which shrinking of the lung,
dislocation of tho heart towards the affected side, clubbing of the fingers, and
signs of venous back pressure may have developed.

The constriction of the chest walls may be restricted to the zone below the
nipple on the left side or may be bilateral at the bases. Exceptionally it is
apical.

Most of the cases described have been left-sided and basal; a possible
explanation of this may be that the left bronchial tree is longer than on tho
right side, and thus there may be more difficulty in expelling the contents of the
bronchial tubes on this side.

The Physical Signs in the Third Class. These vary according to the
amount of secretion present in the tubes and cavities of the lung. If the tubes
are full, the vocal fremitus and resonance will be diminished, the percussion
note will be dull, and the breath-sounds diminished, or absent; the signs being
practically tho same as in a case of pleurisy with effusion, but differing in this
respect that the chest is contracted and the heart, instead of being pushed away
by the effusion, is pulled over towards the affected side.

In many cases the situation of the apex-beat of the heart is not altered. If,
on the other hand, the tubes are empty or emptied by coughing, or by inserting
a spatula at the back of the throat to produce coughing, or better still by invert-
ing the child, a marked change in the physical signs is found. The vocal
fremitus and resonance are both increased and whispering pectoriloquy may be
obtained ; tho percussion note is impaired, but is not of the same dull character
as when the tubes are full of secretion. The breath-sounds are louder and are
often tubular or cavernous in character. Patches of tubular or cavernous
breathing may be heard over the same lobe of a lung affected with the condition.
Numerous consonating crepitations will be heard and possibly some rhonchi.
The change in physical signs may be quite out of proportion to the amount of
purulent expectoration coughed up, in which case it is probable one of the
larger bronchi is blocked up by a plug of secretion preventing any air-entry
into the lower ramifications of this bronchial tube.

Cough is very noticeable and is often paroxysmal, usually being present
winter and summer. There is often a frequent desire to cough but the inability
to do so until the child has been inverted—by this means tho secretion passes
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by gravity down the tubo to the main bronchi, gives rise to an attack of
coughing, and is expectorated, with much relief to the child. The cough
is usually worse at night-time soon after going to bed and on getting up in
the morning, a large amount of secretion having collected in the tubes during
the hours of sleep. Haemoptysis is not an uncommon occurrence. The expec-
toration varies in amount, but usually is considerable in quantity, consist-
ing of tenacious pus of a greenish tinge. In most cases it is odourless, but in
long-standing cases there may be a very foetid smell with it, especially when
sepsis has supervened. In almost all the cases a careful clinical examination
was made with regard to the presence of tubercle bacilli, but in none of the
cases were they discovered. The temperature may or may not be raised. It is
a striking point in this condition how little fever there is present in comparison
with the large amount of pus contained in the tubes of the lung. A rise of
temperature to 100° or 101° F. usually denotes recurrent pulmonary inflamma-
tion. The nutrition is well maintained as a whole. This is in marked contrast
to cases of chronic pulmonary tuberculosis, in which the opposite condition pre-
vails. Clubbing of the fingers and toes is more or less marked in this condition,
as in all chronic pulmonary diseases. The view of the chest under the X-rays
depends entirely on the amount of secretion present in the tubes of the lung. If
the bronchi aro full of the secretion a dark shadow will be thrown on the screen
and at the same time the movements of the diaphragm can be ascertained as
well as its level. Dyspnoea is especially noticeable on exertion or even, when
the child is at rest, the breathing being shallow and rapid.

Complications. The commonest is recurrent pulmonary inflammation,
either bronchitis or broncho-pneumonia; pleurisy of the adhesive kind may
occur. Other complications are rare, such as pneumothorax, mediastinal
emphysema, or subcutaneous emphysema; the latter may start from the
mediastinum or from an exploratory puncture. In the latter case adhesive
pleurisy is present, and the air is pumped into the planes of subcutaneous
connective tissue and may spread all over the body. Other rare complications
are subacute inflammation of the joints, suppurative meningitis, cerebral
abscess, lardaceous disease, empyaema.

Death usually results either from an acute pulmonary inflammation, or
later on from sepsis. Tuberculosis may possibly develop.

My thanks are due to Drs. Sharkey, Acland, Hawkins, Turney, and Box, for
kindly allowing me to publish the cases under their care.
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DESCRIPTION OF FIGURES.

PLATE 13.

FIG- 1. A section of a lung showing numerous cavities, giving the whole a ' honeycomb *
appearance (St. Thomas's Hospital Museum).

FIG. 2. The outer surface of a lung showing bullae projecting on the pleural surface
(St. Thomas's Hospital Museum).

FIG. 3. A section of ' honeycomb ' lung from a young adult. Many of the cavities are
lined by columnar epithelium. The surrounding chronic inflammation is well shown (low
power)..

Fio. 4. High-power view of one of the cavities, showing the columnar epithelium lining
the cavity.

FIG. 5. Section of 'honeycomb' lung from a case of tuberculous broncho-pneumonia.
The cavities are sharply punched out and their walls consist of inflammatory cells. These
cavities are being formed by the breaking down of broncho-pneumonic masses.
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